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The purpose of this study was to redevelop a needs assessment inventory for use by caregivers and 
professionals engaging in educational services for children who are newly-diagnosed as deaf or hard of hearing.  
Information used in developing the needs assessment inventory included examples obtained from published 
literature, the important domains of early intervention as decided upon through input from professionals in the field, 
as well as information gathered from a questionnaire designed to answer the following questions quantitatively: 
1. While enrolled in an early intervention program, were the caregivers provided with adequate 
explanations, information and resources to prepare them for the lifelong journey of choosing appropriate educational 
settings for their child? 2. Are caregivers who are enrolled in early intervention programs receiving adequate 
audiological information to understand the cause, nature, extent, prognosis, and appropriate intervention techniques 
of their child’s hearing impairment?  3.  Are caregivers learning about and understanding language development as 
it pertains to their child who is hearing impaired and do they have an understanding of normal language 
development?  4. What are the emotional needs of the caregivers, families and children enrolled in these early 
intervention programs and are they being met?  5.  Are caregivers comfortable with explaining their child’s 
amplification and assistive technology and can they troubleshoot the devices?  6. Do caregivers believe they are 
effective advocates for their needs and their child’s needs?  7. Have these caregivers found the early intervention 
program helpful in fulfilling their needs, their child’s needs, and has it been an overall positive experience? 
The data gathered throughout the questionnaire will be used to update Christine Clark’s needs assessment 
inventory from 1999.  This new inventory will be used to facilitate interactions, collaboration, and partnerships 
between professionals and caregivers to be certain these needs are met throughout the family’s involvement within 
an early intervention program.  This inventory will also be used to make sure all topics are included so that 








In 1999,  Christine Clark developed a needs assessment for use by families and professionals in the Central 
Institute for the Deaf’s (CID) Family Center.  At that time, Mrs. Clark developed a survey instrument and mailed it 
to 37 present and past CID Family Center clients.  The information gathered from her survey was designed to 
answer the following questions quantitatively: 
 
1. “Concerning the diagnosis of hearing impairment, did the families receive adequate explanations, 
information and resources to make them adequately prepared for choosing an appropriate intervention 
program?  
 
2.  Were families given adequate explanations of audiological findings to understand the nature, extent, 
cause, prognosis, and treatment of the child’s hearing impairment?   
 
3.  Once enrolled in the CID Family Center, how well were the emotional needs of the families supported?  
 
 4. While enrolled in the Family Center, were the expectations of the Family Center staff and the parents 
clearly communicated and understood regularly?”   (C. Clark, 1999) 
 
From this information gathered, Mrs. Clark created the needs assessment for usage, “during the 
interactions, collaborations, and partnerships between caregivers and professionals when developing an 
Individualized Family Service Plan (IFSP)” (C. Clark, 1999). 
The information gathered by Mrs. Clark was very useful in 1999.  Much of the information Christine Clark 
collected is still very useful for developing an understanding of what caregivers needs are and facilitating 
interactions between caregivers and professionals involved in early intervention programs.  As time has moved 
forward, however, cochlear implantations and hearing aid technologies have evolved giving caregivers more 
knowledge to gain and more options to consider.  Many children who receive cochlear implants today are faced with 
more choices, such as bilateral versus bimodal fittings.  The economic costs associated with amplification as well as 
assistive technologies and educational settings has become more complicated, educational laws have been 
reauthorized and more research has been conducted in the field of early intervention and deaf education.   
Early intervention programs in deaf education provide comprehensive services for families of newly-
diagnosed children who are deaf or hard of hearing.  Many early intervention programs provide support to 
caregivers through individualized sessions on the audiological, educational and developmental needs regarding their 
child.  Services may also include parental or caregiver support groups, financial assistance or guidance on how to 
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access financial resources, periodic developmental assessments performed by trained professionals, and/or 
audiological evaluations and services.   
All families enrolled in an early intervention program collaborate with professionals to develop goals and 
strategies based upon the needs of the child and the family which are then used to create an Individualized Family 
Service Plan (IFSP).  Through the IFSP process, family members and service providers work as a team to plan, 
implement, and evaluate services tailored to the family's individual concerns, priorities, and resources.  
The IFSP is the vehicle through which effective early intervention is implemented in accordance with Part 
C of the Individuals with Disabilities Education Act (IDEA). It contains information about the services  necessary to 
facilitate a child's development and enhance the family's capacity to facilitate the child's development (Bruder, 
2000). 
  According to IDEA, the IFSP shall be in writing and contain statements of the child’s present levels of 
physical development, cognitive development, communication development, social/emotional development, and 
adaptive skills development.  The IFSP should also include statements on the family’s resources, priorities, and 
concerns relating to enhancing the development of the child with a disability.  Major outcomes to be achieved for 
the child and family, specific early intervention services necessary to meet the unique needs of the child and family, 
the natural environment in which the services will be provided, dates for initiation of services and an end date will 
be provided, the names of all service providers, and steps to support the child’s transition into preschool should be 
included.  The U.S. Department of Education rules (1993) require that non-Part C services needed by a child, 
including medical and other services, are also described in the IFSP, along with the funding sources for those 
services. The statute allows parents to be charged for some services. If a family will be charged, this should be noted 
in the IFSP.   
The IFSP is a cumbersome legal document in which, many times, a caregiver may not be familiar with.  It is 
only when parents have appropriate information and knowledge, that they can cope with their child’s hearing loss 
and help that child develop to his or her maximum potential (Brown and Giangrecko, 1983).  Education for children 
who are deaf or hard of hearing, between the ages of birth and three years, requires a considerable amount of time 
spent educating as well as counseling the child’s caregivers.  In order to best serve these caregivers in a timely 
manner, the needs of the caregivers must be identified and met so that the professional and caregiver can begin a 
meaningful and useful relationship.  Once this has been accomplished, caregivers will be able to make educated 
  4
Miller 
decisions they feel good about when discussing legal, educational, audiological and/or family issues which may 
need to be addressed within the IFSP. 
It is often difficult determining the needs of parents of newly-diagnosed deaf or hard of hearing children.  
According to Kurtzer-White and Luterman (2003),  parents of a newly diagnosed child who is deaf or hard of 
hearing have a persistent feeling of being overwhelmed and inadequate to the task of managing the child’s hearing 
loss successfully.  Caregivers do need professional guidance in dealing with a child who has just been diagnosed as 
deaf or hard of hearing.   
About 2 to 3 out of every 1,000 children in the United States are born deaf or hard-of-hearing.  Nine out of 
every ten children who are born deaf are born to parents who can hear (NIDCD, 2007).  Feelings of loss, confusion, 
anger, depression, and a sense of powerlessness are often associated with the initial diagnosis (Gatty, 1995).  Many 
parents have had little or no experience with anyone who is deaf or hard of hearing, so there is no frame of reference 
(Kurtzer-White and Luterman, 2003).   
According to Ms. Clark (1999), the major goals of early intervention programs is to empower  caregivers by 
identifying and resolving issues surrounding the diagnosis and to help caregivers develop a means of communication 
with their child.  An additional complexity to early intervention centers stems from the advances in medical 
treatments for premature and high-risk infants.  Children are surviving today who would not have many years ago.  
Many of these children are affected with other disabilities in addition to their diagnosis of having a hearing 
impairment. 
The process of early intervention begins with the first meeting between the caregiver(s) and the professional 
during which time the professional will describe how the early intervention program may work for that family.  
Caregiver(s) should have a two-fold role in the partnership: first, they should become the teachers and provide 
communication skills, values, and ideas to their child.  Second, they should become experts on their child’s interests, 
developmental levels, and behaviors (Schuyler and Rushmer, 1987).  Caregivers should also begin to learn the 
process of becoming an advocate for their family’s needs as well as their child’s needs.  The role of the professional 
is to help caregivers acquire information and skills that empower them so they can advocate and make informed 
decisions for their child who is deaf or hard of hearing.   
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The rationale behind using a needs assessment tool in early intervention has not changed since Christine Clark 
developed one in 1999.  As Christine Clark stated, “An appropriate assessment tool would determine where each 
family is and where they want to go so that all outcomes can be addressed appropriately.” (C. Clark, 1999).   
Problem Statement 
 The purpose of this study is to modify Christine Clark’s needs assessment inventory.  I read professional 
research articles, consulted with professionals in the Family Center of CID and utilized Sunshine Cottage’s 
publication entitled, Comfort Level Checklist for Auditory-Verbal Families.  I also gathered information through a 
questionnaire designed to answer the questions outlined in the abstract of this study. 
The information gathered from the questionnaire, collaboration with Christine Clark, the CID Family 
Center staff and reviewing Sunshine Cottage’s Comfort Level Checklist for Auditory-Verbal Families was used to 
determine the items to be included in my modified needs assessment inventory.  This inventory will be used during 
interaction, collaboration, and partnerships between caregivers and professionals when developing an Individualized 
Family Service Plan (IFSP) and guide the team as they go through the early intervention process. This inventory will 
also be used to assess caregiver knowledge regarding their child’s hearing impairment and the quality of education 


















According to the Centers for Disease Control, hearing loss is the most common birth defect, affecting 1 to 3 
out of every 1,000 infants born in the United States (Centers for Disease and Prevention, 2001).  Parents of newly-
diagnosed hearing impaired children have a persistent feeling of being overwhelmed and inadequate to the task of 
managing the child’s hearing loss successfully.  There is little evidence that the role that parents actually play in 
support of their child’s development, although most researchers would agree that the role of the parent is critical 
(Kurtzer-White, Luterman, 2003).  A child with hearing loss puts significant pressures on the family with hearing 
parents and can be a continuous source of potential stress (Feher-Prout 1996, Calderon and Greenberg, 1999).  Over 
90% of infants who are born deaf or hard of hearing are born to hearing parents.  In almost all cases, hearing parents 
opt for a habilitation method that will encourage the use of residual hearing and amplification and development of 
spoken language (Mitchell, 2004).  The parents’ emotional response and how they cope with this stressor will affect 
both family adjustment and child outcomes (Kurtzer-White, Luterman, 2003).   
 There are several communication options available for infants who are deaf or hard of hearing and their 
families, including oral communication, sign language, a combination thereof, and others.  It is important that these 
options be discussed with caregivers so that the most appropriate course of action will be taken with the caregivers’ 
wishes in mind (Spivak and Sokol, 2005).   
 While all hearing loss may have an impact on speech and language development, the severity of the impact 
will most probably vary with the degree of hearing loss (Spivak and Sokol, 2005).   
 Besides learning how to help their child develop proper speech and language skills, caregivers must also 
understand the technological device, being used by their child.  With the advent and evolution of assistive 
technologies and amplification, caregivers are faced with learning new information.  It is important that 
professionals are familiar with and can teach caregivers about the possible benefits of this technology.   It is also 
important that caregivers are able to troubleshoot this technology should it fail while the child is not at school or 
within close proximity of the audiology clinic.  We know that in order for children to develop good speech and 
language skills, consistent access to the sounds in their environment are crucial.  If the child is not utilizing the 
technology to its fullest potential, the child will not have the opportunity to develop speech and language to his 
fullest potential.  Although even hearing listeners may have trouble hearing speech in noisy environments, research 
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has shown that listeners who are hearing impaired are much more susceptible to the degrading effects of noise on the 
speech signal (Summers and Molis, 2004) The use of frequency modulation (FM) systems is an effective way to 
increase the detection of speech in background noise (Pittman, Lewis, Hoover, Stelmachowicz, 1999). 
Cochlear implants are increasingly becoming an important option for infants who are deaf or hard of 
hearing.  By using a cochlear implant, infants who are profoundly deaf  may have more access to sound and develop 
spoken language (Spivak and Sokol, 2005).  A cochlear implant has the potential to provide enough access to sound 
that infants who are deaf become primary auditory learners (Svirsky, Robbins, Kirk, Pisoni, Miyamoto, 2000). 
  The cost of digital hearing aids can range from $2000 to $3000 per aid, and, for the most part, is not 
covered by medical insurance.  Part C of the IDEA (1997) provides for early intervention services for infants and 
toddlers from birth to 3 years of age, these benefits include services for infants who are hearing impaired (National 
Center for Hearing Assessment and Management, 2004).  Parents should be counseled regarding the availability of 
these benefits for their infant who is hearing impaired and the infants should be enrolled in the early intervention 
program as soon as possible.  The potential benefits of early detection can only be realized if there is an effective 
follow-up program in place (Spivak and Sokol, 2005). 
Challenges to early intervention programs 
Parents of children that are diagnosed as deaf or hard of hearing are faced with many decisions beginning at 
an early stage of their child’s life.  The ways in which parents and caregivers cope with their child’s diagnosis is of 
great importance as well as the ways in which they receive early support and intervention services.  Unfortunately, 
parental coping has not received much research attention in the past.  Luterman feels that parents and caregivers are 
faced with feelings of being overwhelmed and inadequate to the task of managing their child’s hearing loss 
(Luterman, 2003).  He also believes there are benefits of early diagnosis in terms of speech and language 
development but cautions that it may interfere with the parent and child bonding stage of development (Luterman, 
2003).  Parents who are emotionally available to their children need to support their child’s development in all 
domains, including exploration and competence in the physical, social and linguistic world (Pressman et al., 1999).  
Early identification of a hearing loss and beginning early intervention services has been correlated with positive 
outcomes with regards to children learning speech and language (Pressman et al., 2000; Moeller, 2001).  McCraken 
et al. (2008) found parents were universally in favor of very early screening and felt that this offered very real 
opportunities and developmental progress was likely to be enhanced.  Luterman still believes there is much more to 
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early intervention, however, than the points on a timeline.  The emotional availability of the parent or caregiver and 
the child’s development of self are related to language development in children who are deaf or hard of hearing 
(Luterman, 2003).  It has also been found that the more emotionally connected the mother was to the child, the 
greater the impact on the child’s expressive language.  Parents’ grief and coping skills are a significant variable to 
attaining positive outcomes for these children and should be an essential consideration in intervention services and 
programs (Meadows-Orleans, 1994; 1995; Yoshinaga-Itano and de Uzcategui, 2001).    
Early intervention programs are designed to serve both children who are deaf or hard of hearing as well as 
their families.   Early intervention programs have always provided a dedicated role in supporting the needs of the 
child.  More recently, the focus has moved to a whole-family approach.  Many early intervention centers now work 
with the families, as well as the children, to develop a plan which will meet the needs of the child and caregiver 
and/or family involved.  The challenge for professionals is finding out what the caregivers needs are and how they 
should be addressed as they differ on an individual basis. 
 One of the most challenging aspects of addressing the needs of caregivers is that each caregiver or family, 
experiences different understandings of their child’s deafness at different times.  Caregivers also experience 
complex emotions which must be considered when working with families (Kampfe, 1989).  What may be 
considered an important need one day may not be so the next.  This may be due to the grief and coping cycle which 
Luterman (2003) discusses in his literature.  Luterman explains that during this cycle, there may be feelings of 
anger, despair, and helplessness as the reality of the diagnosis becomes apparent.  Caregivers may also feel as 
though they are inadequate to provide care for their child (Boorstein, 1996).  While we as professionals would like 
to provide as much information as we feel would be useful for the caregiver, Luterman (2003) addresses the 
difficulties professionals face when trying to meet the needs of caregivers. 
Luterman (2003) found that giving too much information to parents or caregivers could lead to caregiver 
confusion.  This in turn could lead to the insecure parent or caregiver to allow the professional to make decisions for 
the family.  He states that the caregiver will become dependent if the professional assumes this role.   Often, the 
difficulty caregivers face communicating with their hearing impaired child is often a very difficult task and is 
accompanied with complex choices.  Investigating the communication options is often an emotionally as well as 
politically charged experience, with groups of caregivers and professionals holding strong opinions and biases.  It is 
our responsibility to address these needs early on, on an as needed basis.  There are also choices regarding 
  9
Miller 
technology, from a range of different manufacturers and other auditory devices to maximize audition.  Some 
caregivers may be faced with making the decision to implant their child with a cochlear implant, which is seldom an 
easy decision.  With this decision also comes the competing voice of the Deaf community which does not make this 
important decision easier.  Luterman (2003) makes an excellent point in that while these families are provided 
counseling by implant teams that the device is not a cure for deafness, there are media and professionals who present 
it as a key for success in the “hearing world”.  It is important that we as professionals understand the various 
information sources these families are relying on and provide a consistent counseling standpoint, one in which is 
open and honest and which addresses the needs of these families.  To assume these families understand what is 
being conveyed to them by the early intervention professionals is not a reliable practice.  Luterman (2003) suggests 
within the literature, there is not much evidence that these parental emotions and stressors are being addressed in 
early intervention programs.  A survey by Arehart et. al (1998) has indicated that only 15% of children with an 
identified hearing loss, who fail the neonatal screening, get a hearing aid before 3 months of age, and only 15% of 
infants get into an early intervention program before six months of age.  This may be slightly higher now that 
universal newborn hearing screening programs have been in effect for several years. 
In an auditory-oral early intervention setting, a teacher of the deaf will more often than not be the 
professional who is responsible for educating and counseling each family about their child’s hearing impairment.  A 
teacher of the deaf has responsibility for providing early support services and guidance to the family.  A teacher of 
the deaf also helps parents to gain skills in understanding early audiological management (McCracken, Young, 
Tattersall, 2008).  This teacher may also be the one to provide comprehensive information about the auditory-oral 
approach.  It is important that professionals do not portray an all or nothing philosophy.  For example, McCracken, 
Young and Tatersall (2008) found some parents in their study understood sign language and early intervention to be 
mutually exclusive.  That is to say the decision to sign was perceived as the decision not to allow their child to learn 
to talk, and the decision to fit hearing aids perceived as the decision to promote speech.  Only one family out of 
twenty seven who were interviewed perceived amplification and sign language to be compatible.  Educating families 
about all methods of communication is important because not all children will be successful oral language learners 




There are times when professionals believe they are providing information that they believe will support 
the family.  However, according to McCracken et al. (2008), parents reported that the focus of the information was 
mainly theoretical rather than focusing on practical issues.  For some parents, however, practical skills were 
established early on but the skills were hearing aid focused rather than baby focused.  The importance of 
individually tailored approaches to meeting the early needs of families was expressed by some of the families in 
McCracken’s 2008 study, to establish proactive audiological management skills.  One of the major concerns faced 
by parents, was the issues relating to daily routines of sleeping, feeding, changing, and bathing.  They found that 
practical suggestions from the professionals were only discussed when the parents were forthcoming with questions.  
Contradictory information from two professionals left one parent concerned and frustrated and unsure of the 
appropriate course of action to take.   
There is ample literature and evidence that caregiver acceptance is a necessary prerequisite for a child who 
is deaf or hard of hearing to be successful. 
Meeting the needs of families enrolled in an early intervention center for children who are deaf or hard of 
hearing should be a multidisciplinary approach (Dalzell, 2007).  Dalzell says, in her experience and studies, there is 
some evidence that a FNS (Family Needs Survey) may be a useful tool to facilitate communication between 
professionals, and between professionals and parents.  Most noticeably McCracken et al. (2008) found that parents 
expressed a desire to have a sense of knowing where they stood and that they were able to take positive actions to 
secure developmental progress for the wellbeing of their children.  Service providers, who used an individualized 
approach sympathetic to the needs of the families, may be more likely to actively engage parents.  McCracken et al. 
(2008) also found that parents express no preference regarding the source of information in which they learn about 
about their child’s hearing impairment but are keen that it meets their perceived needs and those specific to their 
child.  Parents did note that the support they received from the teachers of the deaf was helpful and positive.  Parents 
also recognized that other parents of children who are deaf who had recently experienced early intervention were 
potentially a rich source of information and support.  For the parents who had attended support groups meeting, they 
said it was rewarding and comforting, giving them a sense of the future and the possibilities for their children.  
Luterman (1999) found that after being informed of their child’s diagnosis, parents’ predominant need was to have 
contact with other parents of children who were deaf or hard of hearing.  He also discusses the parents’ points of 
view on wanting unbiased information, particularly concerning the areas of communication and education 
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methodologies. Luterman (1999) also states that decisions about educational and communication options should not 
be based solely on the child’s audiologic results.  Parents need time to sort through what is best for them and what 
works within a program that offers emotional support and is free of methodological bias.  Parents also reported that 
they needed time as well as support groups. 
Families provide a unique perspective which helps the professional understand the process of early 
identification and intervention.  They tell service providers to recognize the practical issues families face on a daily 
basis.  Sensitivity, with a family centered but baby focused approach is highly valued (McCracken, et al., 2008). 
Parental or caregiver stress and quality of life of those who cared for a child who was deaf or hard of 
hearing was studied by Burger et al. (2006).  Parents whose children were fit with hearing aids or received cochlear 
implants were the targets of the study.  The results found the necessity to support parents with counseling and 
psychosocial support, especially in the initial fitting phase of amplification and in the various decision and 
orientation phases.   Spahn et al. (2003) found there are no statistical correlations between psychic stress and the 
degree of hearing loss of the child for the mothers of hearing impaired children.  They did, however, find that 
families who have children who are candidates for cochlear implantation feel less stress at the time the cochlear 
implant is being described to them; but due to the operation involved, leads to a phase characterized by higher 
degrees of distress on the parents, by comparison to the parents who have children who use hearing aids.  It is 
suggested that these two groups of parents be taken into consideration and provided specific counseling and care 
based on the type of amplification their child uses. 
Financially, the economic costs a family incurs in the first few years of their child’s diagnosis may seem 
high.  However, early identification and support services can considerably reduce the amount of money spent on 
special educational services over the educational career of the child’s life (Mauk & White, 1995).  The costs the 
family encounters in the first few years may still be stress inducing and could have a negative affect on the family 
dynamics.  Early intervention teachers should be aware of this and provide information and resources to these 
families as deemed appropriate. 
Another issue professionals face is providing services and support to urban families.  The outlook for 
“typical” urban children in the United States is disturbing, and no less so for children who are deaf or hard of 
hearing according to Freeman et al. (2002).  Freeman discusses that all participants in their study experienced a 
struggle to access, facilitate, develop, foster and support language development.  They found these urban parents 
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struggled to get a diagnosis, resolve their grief, develop a mutually accessible language with their child, and deal 
with the barriers and the urban environment.  Many of these parents involved in the study were single mothers.  
These mothers noted that their grief was overlooked by the professionals in the inner-city early intervention setting 





























Population and sample 
 Subjects for this study were drawn from the population of families enrolled in a total of forty one auditory 
oral early intervention programs across the United States.  Those early intervention sites include: 
 Archbishop Ryan School 
Auditory/Oral School of New York 
Buffalo Hearing & Speech Center 
Chattering Children 
Clarke School for the Deaf 
Clarke School East 
Clarke School New York 
Clarke Pennsylvania Auditory/Oral Center 
DePaul School for Hearing and Speech 
HEAR in New Hampshire 
hear ME now! 
Summit Speech School 
Atlanta Speech School 
CASTLE, University of North Carolina 
Clarke Jacksonville Auditory/Oral Center 
Magnolia Speech School 
Memphis Oral School for the Deaf 
New Orleans Oral School 
Child's Voice 
The Moog Center for Deaf Education 
The Moog School at Columbia, MO 
Northern Voices 
Ohio Valley Voices 
Omaha Hearing School 
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St. Joseph Institute for the Deaf 
St Joseph Institute Champaign / Urbana 
St Joseph Institute Indianapolis 
St Joseph Institute Kansas City 
The Center for Hearing and Speech 
Desert Voices Oral Learning Center 
Presbyterian Ear Institute Oral School 
Sunshine Cottage School for Deaf Children 
CCHAT Center, Sacramento 
CCHAT Center, San Diego 
Echo Center 
HOPE School 
Jean Weingarten Peninsula Oral School for the Deaf 
John Tracy Clinic  
Listen and Talk 
Oralingua School for the Hearing Impaired 
Tucker-Maxon Oral School 
 
 All of these early intervention sites provide services for families of children who are deaf or hard of 
hearing; ages birth to three years of age.   
 For my study, I have attempted to collect information from 420 families all currently enrolled in early 
intervention.  I sent a packet of ten surveys to each of the auditory-oral schools chosen in my study.  I asked that the 
coordinator of each early intervention program to distribute the survey to ten different families enrolled in their early 
intervention program and to give them a self addressed stamped envelope to send it back to me. 
 The focus of this study is to survey the parents of the children who are deaf or hard of hearing only.  The 
children enrolled in early intervention centers are so young, it is impossible to obtain meaningful information from 
them.  The rationale for sending the survey to 420 families is that the needs of the families differ greatly and this 
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sample is representative of the population of families currently enrolled in private auditory-oral early intervention 
settings across the country.   
Design and rationale 
 I chose a survey design, found in Appendix D, because I am interested in gaining information about early 
intervention services in auditory-oral deaf education programs across the country.  I wanted to know the attitudes of 
the families and the types of information they are given as well as support services they receive.  I also wanted to 
gain a better understanding of what parents and caregivers feel they understand regarding their child’s diagnosis, and 
their rights as a parent or caregiver of a child who is hearing impaired.  I hoped to gain insight from these families so 
I could create a meaningful and useful needs based assessment tool for use among the professionals who serve these 
families.  By tailoring a parent or caregiver’s early intervention program to fit the needs of the individual, it seems 
reasonable to assume that the individual would gain important information from the professional and therefore 
benefit from the early intervention program.  
Procedure and timetable 
 The first step in developing the questionnaire was to complete a more comprehensive literature review to 
be sure relevant references have been included.  Next, I reviewed Ms. Christine Clark’s needs based assessment for 
families, found in Appendix A, that she developed in 1999.   I also reviewed the Sunshine Cottage publication 
entitled, Comfort Level Checklist for Auditory-Verbal Families which was developed by Ms. Lucinda Hackett, 
M.Ed., Cert. AVT and Ms. Lindsay Rodriguez, M.Ed., AVT.  The Sunshine Cottage publication was developed in 
2004; (this can be found by contacting Sunshine Cottage).  The checklist is designed to asses the caregivers comfort 
level regarding several areas in auditory-verbal deaf education.  These areas include: listening information, listening 
strategies, language information, language strategies, and advocacy. To maintain objectivity, respondents to the 
questionnaire remained anonymous.  All surveys were mailed directly to me; no personal identifiers were obtained 
in the survey.  The study was conducted according to the following timetable: 
Date        Task 
 
November 10, 2007     Literature Review was completed 
 
November 14, 2007     Questionnaire was developed 
 
February 1, 2008     Questionnaires were mailed 
 
February 22, 2008     All data was compiled from returned 






I attached a cover letter (found in Appendix C) to the survey (found in Appendix D), and asked that the coordinator 
of each school I mailed it to, distribute it to families enrolled in their school. Because of this method, I was not able 
to determine how many surveys were actually distributed.  In the cover letter, I explained to the caregiver the reason 
behind my study and kindly asked for their optional participation.  See appendix C. 
 The survey consisted of eighty-five statements in which the caregiver was to place a mark in the box 
corresponding to the question using a Likert Scale.  The Likert scale statements were used to assign percentages to 
the information received from the survey.  The possible responses for each question were: 
1. Strongly Agree 
2. Agree Somewhat 
3. Neutral 
4. Disagree Somewhat 
5. Strongly Disagree 
A small area was left after each statement or question in the event the caregiver would need to make additional 
comments regarding their response. 
 Using the results from this questionnaire, I developed a more comprehensive and updated needs based 
assessment for families and children enrolled in early intervention settings, and for the teachers who work with 
them. 
 
Summary of findings 
 
 More than half of the families who took part in the questionnaire, about 58% on average, said that they 
strongly agreed they feel comfortable explaining the statements which were asked on the questionnaire.  On average, 
24% of the respondents somewhat agreed that they would feel comfortable explaining the statement.    On average, 
9% of the respondents answered that they were neutral, 4% answered that they somewhat disagreed and only 5% 
answered that they strongly disagreed.   
 Eleven families, or 15% of the respondents, made comments that having the early intervention teacher or 
audiologist understand that they knew the needs of their child best, was important to them.  Almost all families, 
about 99%, strongly agreed that being apart of their child’s education was important to them.  Not surprisingly, only 
  17
Miller 
10% of caregivers reported that they strongly agreed that they could explain the signal to noise ratio.  The domain of 
early intervention in which seems to be most difficult for parents and caregivers to explain or discuss is their rights 
as they pertain to educational laws as well as counseling and social supports.  The domain in which parents and 
caregivers seem to be most comfortable explaining and discussing is advocacy. 
 In summary, I cannot draw a good conclusion based on my results alone.  Had I gotten better demographic 
data, I would be able to make a statement based upon how long the families who responded had been enrolled in 
early intervention programs and how well that corresponded to their ability to explain each statement.  Because I do 


























 Four hundred twenty questionnaires were mailed on February 1, 2008.  Seventy three were 
returned, for a return rate of 17%.  The results from each question on the questionnaire were calculated and 
illustrated in pie-chart form using Microsoft Excel. The pie chart data for each statement can be seen in Appendix E.  
Below are the statements from the questionnaire that have been grouped according to type as well as the rationale 
for including the statements.  Each of the statements chosen for this survey were developed to help gather 
information to identify which domains of early intervention in deaf education caregivers need more information.  
The information gathered can be used by the early intervention teacher of the deaf when evaluating how they 
counsel these caregivers throughout the process.  According to Kurtzer-White and Luterman, (2003), parents of 
newly-diagnosed hearing impaired children have a persistent feeling of being overwhelmed and inadequate to the 
task of managing the child’s hearing loss successfully.  By determining what it is these families want or need to 
know ensures that needs are being met and enables the early intervention teacher of the deaf to empower the families 
by giving them useful information.  The statements covered the following relevant domains in auditory-oral deaf 
education as suggested by professionals working in the Family Center at CID.  These domains include:   
              1. Audiology and Assistive Technology  
       2   Listening and Auditory Skill Development 
3.  Receptive and Expressive Language 
4.  Typical Child Development 
5.  Child Rearing 
6.  Family Rights/Laws in Education 
7.  Counseling and Social Supports 




The demographic characteristics of the sample are summarized in Table 1, below. 
 
Table 1.  Demographic characteristics of the sample 
 
Number of responses:     73/420 or 17% 
 
Caregivers of a child with hearing aid/s:          48%  
 
Caregivers of a child with cochlear implant/s:  52%  
 
Children diagnosed with something other 




As demonstrated in the table, the group was almost split down the middle regarding the types of 
amplification their children use.  A small proportion of the group has a child who was diagnosed with another 
disability other than a hearing impairment. The survey is contained in Appendix D.  The results of the survey are 
quantified in Appendix E. 
Statements 1 through 20 discuss audiological tests and measures of hearing.  These statements were chosen 
to be tallied and put into a percentage.  The overall percentages represent how caregivers feel as a whole and it 
should be noted that this data is to be used cautiously as every caregiver or family coming into contact with an early 
intervention site is unique and may not follow this sample.  Responses are summarized below. The results for each 
statement can be found in Appendix E. 
 
       


















Statements 21 through 41 discuss amplification and assistive technology.  The caregivers were to answer 
the set of questions relevant to their child’s type of amplification.  These statements were chosen to be tallied and 
put into a percentage.  The overall percentages represent how caregivers feel as a whole and it should be noted that 
this data is to be used cautiously as every caregiver or family coming into contact with an early intervention site is 
unique and may not follow this sample.  Responses are summarized below. The results for each statement can be 












Statements 42 through 48 discuss listening and auditory skill development. These statements were chosen 
to be tallied and put into a percentage.  The overall percentages represent how caregivers feel as a whole and it 
should be noted that this data is to be used cautiously as every caregiver or family coming into contact with an early 
intervention site is unique and may not follow this sample.  Responses are summarized below. The results for each 













Statements 49 through 57 discuss receptive and expressive language development in typical hearing 
children as well as children who are deaf or hard of hearing.  These statements were chosen to be tallied and put into 
a percentage.  The overall percentages represent how caregivers feel as a whole and it should be noted that this data 
is to be used cautiously as every caregiver or family coming into contact with an early intervention site is unique and 













Statements 58 through 61 discuss child rearing skills for caregivers of children who are deaf or hard of 
hearing.   These statements were chosen to be tallied and put into a percentage.  The overall percentages represent 
how caregivers feel as a whole and it should be noted that this data is to be used cautiously as every caregiver or 
family coming into contact with an early intervention site is unique and may not follow this sample.  Results are 













Statements 62 through 64 discuss family rights and the laws in education.  These statements were chosen to 
be tallied and put into a percentage.  The overall percentages represent how caregivers feel as a whole and it should 
be noted that this data is to be used cautiously as every caregiver or family coming into contact with an early 














Statements 65 through 68 discuss counseling and caregiver supports.  These statements were chosen to be 
tallied and put into a percentage.  The overall percentages represent how caregivers feel as a whole and it should be 
noted that this data is to be used cautiously as every caregiver or family coming into contact with an early 














Statements 69 through 73 discuss advocacy.  These statements were chosen to be tallied and put into a 
percentage.  The overall percentages represent how caregivers feel as a whole and it should be noted that this data is 
to be used cautiously as every caregiver or family coming into contact with an early intervention site is unique and 














Statements 74 through 81 discuss caregiver feelings towards their early intervention experience.  These 
statements were chosen to be tallied and put into a percentage.  The overall percentages represent how caregivers 
feel as a whole and it should be noted that this data is to be used cautiously as every caregiver or family coming into 





















 The results of the questionnaire were helpful in many ways.  I was able to gather a general conclusion that 
many caregivers find the early intervention program they are enrolled in provides them with meaningful 
information.  This information which families are receiving should therefore be included on the needs assessment 
inventory.  Because my survey did not adequately gather enough demographic data, it is impossible for me to 
conclude who benefits from early intervention services the greatest.  This questionnaire is included as Appendix D 
of this document.  I believe that were my questionnaire to ask for more detailed demographic data, I would have a 
better understanding of the needs of families enrolled in early intervention programs based upon the length of time 
they were enrolled.  After completing this study, I also feel like it is necessary to gather information about family 
income levels, ages of the caregivers and child, if it is a single parent household, past experiences with a hearing 
impairment, and outside resources available to the family.  In the future, I would recommend sending out another 
survey to gain more insight and to see if it corresponds with the needs based assessment I have created from the 
information I obtained.  The length of the survey may have also deterred caregivers from wanting to fill it out.  For 
future studies, I would recommend a shorter survey.   
 I did learn that many parents feel that they are the best judge at what is best for their child and families.  
Many parents and caregivers commented that it is their wish that early intervention teachers and audiologists would 
recognize this.  I think this is an important part of teaching our families to become advocates for their children.  I 
know that it is sometimes easier to take on a leader’s role and push the parents through, especially during rough 
times.   I think we as teachers need to step back and let the parents and caregivers make decisions based upon their 
knowledge and understanding of their child.  If we use the needs assessment, we can work together as a team with 
these parents and caregivers so that the line of communication is open and we are not missing important pieces 
along the way.  This inventory is included as Appendix F of this document. 
Recommendations 
 After sending out my questionnaire, I received many positive responses from directors of early intervention 
programs from all across the United States.  I was told by many of these professionals that something like this needs 
to be created for use by their program.  Many of the professionals I spoke with were unsure if they were 
communicating effectively with their families.  I think that if we use the needs assessment on a trial basis, we may 
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be able to establish which topics are important to discuss for most families.  I also think it can be used as a reference 
tool which can be used by teachers in an early intervention setting, to guide them through topics which may need to 
be covered throughout their parent sessions.  I think it should be up to the individual professional as to how they 
would like to use the needs assessment.  Perhaps, it would be a useful tool to gauge the knowledge of the families in 
the early intervention program and compare their knowledge to the teacher’s expectations.  From there, the teacher 
would be able to plan the curriculum accordingly.  There are endless possibilities if the teacher and caregiver are 
willing to work together.   
 Finally, I think it would be interesting to give this needs assessment inventory to families who have a child 
graduating from early intervention programs.  I would be curious to see what these parents or caregivers believe they 
understand at this point and compare it with a needs assessment which they completed several months or years 
before entering the early intervention program.  I believe this would be a good way for early intervention programs 
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   APPENDIX C: 
SURVEY 
 
For this survey I used several questions from the Sunshine Cottage 



















         NEEDS ASSESSMENT INVENTORY 
 
 
 
 
 
 46
Miller 
 47
Miller 
 48
 
Miller 
 49
Miller 
 50
Miller 
 51
Miller 
 52
Miller 
 53
 
